Fournier's gangrene is severe infective necrotizing fasciitis of the external genitalia predominantly in elderly males. It is usually associated with septic shock and multiorgan failure. A 55-yearold male presented with scrotal edema, pain, and redness over lower abdominal wall and both flanks with features of sepsis and ileus. Intraoperative findings were suggestive of extensive necrotizing fasciitis of scrotum spreading to both inguinal region, right lateral parietal wall, and right psoas muscle. 
INTRoDUCTIoN
Fournier's gangrene was first described by Jean Alfred Fournier in 1883 as fulminant necrosis of the scrotum and penis. 1, 2 It is described as necrotizing fasciitis of external genitalia 1 and is predominantly seen in elderly males, diabetics, and immunodeficient states. 2, 3 It is a polymicrobial infection caused mainly by Escherichia coli, Klebsiella, Staphylococcus aureus, Streptococcus species, and anaerobes. 1, 3 Fournier's gangrene extensively spreads to surrounding tissue and results frequently in septic shock and multiorgan failure. 1 Treatment mainly includes broad spectrum antibiotics and surgical debridement of necrotic tissue. 4 Mortality and morbidity are relatively high. We present a case of a 55-year-old male diagnosed with Fournier's gangrene, septic shock, and paralytic ileus and found to have extensive retroperitoneal spread including both inguinal region, right lateral parietal wall, and right psoas muscle.
CASE REPoRT
A 55-year-old gentleman with no known comorbid conditions presented in surgical emergency with complaints of gradually progressive scrotal swelling since 4 days, redness and pain over lower abdominal wall and both flanks for last 2 days, and diminished urine output with abdominal distension and vomiting since last 24 hours. On examination, he had tachycardia, systolic blood pressure of 90 mm Hg, temperature of 101°F, anxious look, dehydration, scrotal wall edema with erythema, and patches of blackish discoloration. Erythema was extending to lower abdominal wall and both lumbar region with localized guarding over that area along with generalized abdominal distension and absent bowel sounds. A diagnosis of Fournier's gangrene with sepsis and paralytic ileus was made, and the patient was planned for urgent debridement and exploration. Noncontrast computed tomography (CT) scan of abdomen revealed soft tissue gas in the scrotum, retroperitoneal cavity, and anterior abdominal wall with dilated small bowel loops. Further investigations showed raised total leukocyte count (19,500), thrombocytopenia (platelets -85,000), deranged renal function tests (urea -73, serum creatinine -2.8), and increased prothrombin time (18 against control of 12). Patient underwent debridement and exploratory laparotomy on the same day. Intraoperative findings revealed massive necrotizing fasciitis involving scrotum and penis with sparing of testicles, extending to both inguinal region, right lateral parietal wall, and right psoas muscle. Dilated small bowel loops with inflamed appendix and cecum were also noticed (Figs 1 and 2 ). Thus, a diagnosis of Fournier's gangrene with an extensive retroperitoneal spread was established. He underwent debridement of necrosed tissue with diversion loop ileostomy and laparotomy, as midline laparotomy wound could not be closed primarily. Patient was shifted to the intensive care unit and put on inotropic support and mechanical ventilation.
Patient's condition did not improve and he developed oliguria with persistently high blood urea and serum creatinine for which he underwent two sessions of hemodialysis. Patient's condition deteriorated despite intensive wound care and high-end broad spectrum antibiotics, and he succumbed to his illness on the 5th postoperative day. Since patient presented late and was already in septic shock when received in surgical emergency, he could not be saved despite emergency surgery and intensive care. Final cause of death was Fournier's gangrene with a retroperitoneal spread, septic shock, and multiorgan failure.
DISCUSSIoN
Fournier's gangrene was first described in 1883 by a French dermatologist Jean Alfred Fournier. It is defined as necrotizing soft tissue infection of external genitalia and perineum. 1 Fournier's gangrene is predominantly seen in elderly males. 3, 5 It is defined as obliterative endarteritis of subcutaneous arteries leading to gangrene of overlying skin and subcutaneous tissue. It is a polymicrobial infection caused by Gram-positive, Gram-negative anaerobes or fungi. Several scoring systems had been devised for assessing the severity and prognosis, of which Fournier's gangrene severity index (FGSI) is commonly used. 1 The FGSI includes various clinical and laboratory parameters, which are used to predict the mortality and disease progression. Treatment of Fournier's gangrene is early diagnosis and aggressive management in the form of radical surgical debridement, broad spectrum antibiotics, and hemodynamic support with urgent resuscitation. 1, 4 Triple antibiotic therapy consisting of a broad spectrum penicillin or third-generation cephalosporins, an aminoglycoside, and metronidazole or clindamycin is typically instituted empirically. 1 Other treatment modalities, such as hyperbaric oxygen therapy, closed vacuum drainage, or topical antibiotic application are also known. Once wound is healthy, reconstruction may be planned accordingly. Fournier's gangrene is known for its fast and extensive spread along the fascial planes to the abdominal wall and even to the thorax. 5 The infection spreads through the superficial fascial plane (Colles fascia) to deeper fascial planes and involves the penis and scrotum through Buck's and Dartos fascia. 1 The testicles are usually spared due to different blood supply, but they may be involved in cases of retroperitoneal spread. 1 Retroperitoneal spread of Fournier's gangrene is not a common condition; it may arise due to primary source being anorectal or genitourinary. 1, 5 Infection may spread extensively to iliopsoas muscles, lateral parietal wall, colon, or kidneys, but usually spares the large vessels. There are few case reports in the literature discussing the extensive spread of Fournier's gangrene to abdominal wall, peritoneum, thoracic cavity, and even to the retroperitoneal cavity. 5, 6 Patients with extensive Fournier's gangrene usually present with multiorgan failure and have high mortality rates. 6 Such cases should be treated immediately with hemodynamic support, broad spectrum antibiotics, radical surgical debridement, and aggressive wound management. Though this case may not be rare, the message is straight and clear. Early aggressive treatment of Fournier's gangrene is the only way to prevent morbidity and mortality.
